After excluding five regions for insufficient volume (<200 HDA), 12,721 HDA across 11 regions were available for analysis. A total of 2378 BVT were created.
Objectives: Previous studies suggest an increased incidence of stroke following carotid angioplasty and stenting (CAS) compared with carotid endarterectomy (CEA) in the management of asymptomatic carotid artery stenosis (ACAS), particularly in the elderly.
Methods: The 2012 Nationwide Inpatient Sample was queried for data on admissions with a primary diagnosis of ACAS undergoing a primary procedure of CEA or CAS. Stepwise multivariable regression analyses were used to identify the independent significance of procedure type in predicting outcomes.
Results: We identified 17,344 admissions with ACAS during the study period that underwent CEA (14,722 [84.8%]) or CAS (2679 [15.2%]) . No difference in age was seen (70.9 vs 71.2 years, P ¼ .20). Caucasian race (88.8% vs 85.3%, P < .001) and female gender (42.4% vs 38.5%, P < .001) were more common in the CEA group. Cardiac (11.2% vs 6.6%, P < .001) and renal (13% vs 9.6%, P < .001) comorbidities were more common in the CAS group. There was no difference in postoperative myocardial infarction (1.4% vs 1.6%, P ¼ .48) or in-hospital mortality (0.2% vs 0.2%, P ¼ .65). Postoperative stroke was significantly higher in the CAS group (2.4% vs 1.2%, P < .001), as was the major adverse event rate (3.9% vs 2.7%, P < .001). Median hospital charges were greater for the CAS group ($44,363 vs $27,047, P < .001). Multivariable regression analysis identified CAS as an independent predictor of stroke (odds ratio; 95% 1.95; 95% confidence interval, 1.45-2.62) and hospital charges (B ¼ $16,496.24; P < .001).
Conclusions: CAS for ACAS is associated with higher stroke risk and hospital charges than CEA. Objectives: We conducted a large, multi-institutional study to assess the neurovascular complications in patients undergoing carotid body tumor (CBT) excision. Comparisons of outcomes were made based on Shamblin classification, distance from the base of the skull (BOS), and use of preoperative embolization (EMB).
Methods: A standardized database by a consortium of 14 institutions was used to assess patients who underwent surgical excision of CBT after cross-sectional imaging and subsequent Shamblin classification over a 10-year period (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) . All measurements were made using computed tomography (CT)/magnetic resonance (MR) and/or ultrasound, and volume was calculated by ellipsoid approximation using two diameters measured from imaging. Results: A total of 302 CBTs were excised in 293 patients (73% female; mean age, 52 years); 34% were Shamblin I, 42% were Shamblin II, and 24% were Shamblin III. The mean diameter was 3.8 cm (range, 1-11.3 cm) and mean volume was 25 cm 3 (range, 0.1-205 cm 3 ). Twenty-three percent had cranial nerve (CN) injuries. Patients with higher Shamblin class had more bleeding, temporary CN injuries, and vascular reconstruction (Table) . Shorter distance to BOS was associated with increased bleeding (P ¼ .02) and permanent CN injury (P ¼ .002). Patients with and without EMB (22% and 78%, respectively) had no difference in CBT size, but EMB patients had significantly shorter distance to BOS (2.3 vs 3.7 cm; P ¼ .001). After adjusting for tumor size and distance to BOS, EMB was not associated with decreased bleeding (mean estimated blood loss, 209 vs 257 mL; P ¼ .78); however, it was associated with increased operative time (192 vs 141 minutes; P ¼ .01) and CN injuries (22% vs 13%; P ¼ .003).
Conclusions: This large study of CBTs demonstrates the importance of determining distance from the top of a CBT to the BOS as well as Shamblin classification. Shamblin classification predicts the need for vascular reconstruction, and the risk of bleeding and temporary nerve injury, while distance to BOS predicts bleeding risk and permanent nerve injury. Preoperative embolization is more often performed for CBTs located higher in the neck, but may not reduce bleeding in CBTs that are located lower in the neck. Distance to BOS should be calculated in all patients with CBTs to provide precise preoperative counseling of risks. Objectives: Existing reports of outcomes after carotid endarterectomy (CEA) and carotid artery stenting (CAS) in patients on hemodialysis (HD) are limited to small, single-institution studies. We compare long-term outcomes after CEA and CAS among a large nationally representative cohort of HD patients.
Methods: We studied all patients on HD who underwent CEA and CAS in the United States Renal Disease System (USRDS) database between January 2006 and December 2011. Patient data were linked to the Medicare database to capture long-term outcomes. Univariable, multivariable Cox regression, and propensity score-matched analyses were used to compare perioperative (stroke, death, myocardial infarction [MI] ) and long-term (stroke and death) outcomes after CAS vs CEA.
Results: There were 6183 carotid revascularizations performed (CEA: 5121; CAS: 1062). Mean age was 67 6 10 years, and the majority of patients were male (60%), white (76%), and asymptomatic (CEA: 83%; CAS: 83%). Mean follow-up was 1.6 6 1.3 years. Perioperative stroke, death, and MI occurred in 3.2%, 4.6%, and 3.2% of patients, respectively, after CEA, and 5.5%, 5.5% and 3.5%, respectively, after CAS (Table) . There was a significantly higher risk of perioperative stroke after CAS compared with CEA (propensity score matched P < .05). Symptomatic status was a significant predictor of perioperative stroke (odds ratio, 1.92; 95% confidence interval, 1.33-2.77; P < .001). Stroke-free survival 
